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is characterized by the transformation of numerous glorneruli, wholly „
or In part, Into homogeneous fibrous tissue ('Lohlein: Baehr; Gaskell:
Coombs). This lesion is manifested "by the presence of blood and
albumin In the urine but rarely leads to such functional failure of the
kidneys as to produce uraemlc symptoms. In a certain proportion of
the cases, however, particularly the more chronic ones, there Is an
associated diffuse glomerate-nephritis, which may lead to fatal uraemia.
The lesions in the heart., except when superimposed on congenital
heart cases (see Plate 111), are mainly confined to the left side of the
heart, the mitral and aortic valves and the mural endocardium. They
may be proliferative or destructive and In most cases are small; but very
large cauliflower-like thrombotic vegetations, usually soft and friable,
sometimes greenish In colour., may obstruct the valvular orifices. These
vegetations characteristically extend along the endocardium from the
mitral valve into the left auricle, and from the aortic valve segments,
either by continuity or by 'kissing"9 contact, to the mural endocardium
of the left ventricle; the chordae teodineae may thus become ulcerated
and rupture. The myocardium otherwise shows little change and
pericarditis Is rare. The vegetations should be distinguished from those
of the rare 'atypical verrucose endocarditis*, which is not "bacterial,
but may, like other valvular lesions, become the site of siibacute
bacterial endocarditis (Libman and Sacks, 1924). This subject has been
fully reviewed by Gross (1932). The friable vegetations, containing
fibrin, platelets., and masses of bacteria, are a serious source of emboli,
either minute and numerous, or larger and capable of blocking one of
the larger arteries. Some of the lesions show a definite tendency to
heal and become calcareous and in milder cases, according to Libman,
may be completely arrested; but much more often the healing is In-
complete and the condition progresses, or after a remission and a
bacteria-free period it may relapse.
Plate III shows the appearance of the heart In a case of subacute bacterial
endocarditis with congenital defect of the interventricular septum. The
patient, a girl of sixteen., ga^e a doubtful history of rheumatism some
years previously. The duration of tier final illness was uncertain, but
she was In hospital for six and a half months and ill some time before
that. The lesions were most marked on the right side, where the auriculo-
ventricular opening was occupied by a mass of vegetation, branctiing la
and adherent to the whole of the right ventricle and to the septum
in the region of the septal defect. In the left ventricle the vegetations
were smaller and seen mainly on the aortic cusps.
The embolic lesions rarely suppurate. Toxaemia is shown in the
way by cloudy swelling of the viscera, enlargement and Infarction of
the spleen, andjso forth.
(3)—Clinical Picture
Hie clinical manifestations can be: divided into two stages: (i) an early
period in which 'the symptoms and signs are chiefly those of a low-

